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Abstract 
 
The current investigation sought to determine whether any observable gender differences 
existed in the expression of symptoms, cognitions, and sensitivity towards anxiety for a 
nonclinical sample of 50 males and 50 females, matched for age and social desirability 
response bias.  To investigate this, a between groups study was employed which compared 
the male and female groups on the Beck Anxiety Inventory (Beck & Steer, 1993); 
Catastrophic Cognitions Questionnaire –Modified (Khawaja, Oei & Banglioni, 1994); 
Anxiety Sensitivity Index (Reiss, Peterson, Gurskey & McNally, 1986); and Marlowe-
Crowne Social Desirability Scale (Crowne & Marlowe, 1960).  Multivariate analyses of 
variance revealed that females reported higher concern than males regarding the cognitive 
misinterpretation of the symptoms and beliefs of anxiety.  In the context of these results, it 
would appear that cognitive factors play the most important role towards our 
understanding of gender differences in anxiety within the nonclinical population.  The 
strengths, limitations, and directions for future research are discussed. 
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Introduction 
While anxiety is a universally shared human experience, past research has 
demonstrated that anxiety disorders represent one of the most significant mental health 
concerns worldwide (Lewinsohn, Gotlib, Lewinsohn, Seeley & Allen, 1998).  As a result 
there has been a great deal of emphasis on conducting research in the area of anxiety which 
has enhanced our understanding towards the symptoms, etiology, and treatment of anxiety 
and anxiety disorders.   
There is a general consensus on the basis of past research that cognitive factors 
play a primary role in the development and maintenance of anxiety disorders (e.g., Clark, 
1988; Khawaja & Oei, 1998; Rapee, 1993).  The physiological factors associated with an 
anxious episode are considered to play a secondary role by producing autonomic arousal 
and physiological reactions (Stein & Bouwer, 1997).  These physiological changes, when 
interpreted in a particular manner, may produce anxiety or an anxiety disorder.  
Consequently, cognitive theorists have postulated that individuals with an anxiety disorder 
appear to be particularly sensitive to a systematic bias in cognitive processing due to the 
cognitive misinterpretation of the physical or psychosocial experience of anxiety as 
catastrophic or dangerous  (Beck, Emery & Greenberg, 1985; Clark, 1986; Khawaja & 
Oei, 1992, 1998).  This explanation emphasises the catastrophic misinterpretation and the 
resulting catastrophic cognitions as a salient feature in the etiology of anxiety disorders.  
Consistent to these cognitive theories of anxiety disorders is the concept of anxiety 
sensitivity (AS) (Reiss, 1991; Reiss, 1987; Reiss & McNally, 1985; Reiss, Peterson, 
Gurskey & McNally, 1986; Schmidt, Lerew & Jackson, 1997).  AS is a cognitive construct 
characterised by the individual’s fear of anxiety related symptoms.  As a result, the 
supporters of this explanation argue that these factors arise from the individual’s belief that 
anxiety related symptoms have harmful social, physical, or psychological consequences 
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(Reiss, 1991; Reiss, 1987; Reiss & McNally, 1985; Reiss et al., 1986).  However, in light 
of our understanding of the etiology and maintenance of anxiety and anxiety disorders, 
there are still a number of important issues that have not been explored extensively.  The 
literature surrounding the topic of anxiety suggests that while females appear to have a 
higher prevalence rate than males in all anxiety disorders except social phobia (Oakley 
Browne, 1995), there may also be observable gender differences in the sensitivity towards 
anxiety as well as the cognitive and symptomatic experience of anxiety.  Empirical 
literature surrounding this topic for either the clinical or nonclinical population is relatively 
scarce.   
According to the results of the National Survey of Mental Health and Wellbeing of 
Australian Adults (Australian Bureau of Statistics [ABS], 1998) women are more likely 
than men to experience an anxiety disorder (12% compared with 7% respectively).  
Subsequently, the highest rate of anxiety disorders (16%) was observed among women 
aged 45 to 54 years of age, whilst for men the prevalence of anxiety disorders varied little 
with age (ABS, 1998).  Similarly, research has confirmed the existence of gender 
differences in several types of anxiety disorders.  For instance, results from the 
Epidemiological Catchment Area (ECA) Study reported that while agoraphobia and 
specific phobia appeared to be two to four times more prevalent in women than in men, no 
significant gender differences for social phobia, obsessive-compulsive, and panic disorder 
were observed (Robins & Reiger, 1991).  As a result, it was argued that gender differences 
for social phobia, obsessive-compulsive and panic disorders are approximately equal or 
slightly more common in women.  Further, the one year prevalence rates for generalised 
anxiety disorder (GAD) was 2.4 % for women compared to 0.9 % for men, suggesting that 
women experience GAD more frequently than their male counterparts. 
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 In a study of gender differences in anxiety disorders and anxiety symptoms in 
adolescents, Lewinsohn et al. (1998) found that among current and recovered cases, female 
participants reported experiencing a significantly higher degree of anxiety symptomatology 
than male participants. Similarly, Hewitt and Norton (1993) have confirmed that women 
with anxiety disorders appear to report a significantly higher severity level of the cognitive 
and somatic symptoms of anxiety, compared to men, when using the Beck Anxiety 
Inventory.  
With regards to the construct of AS, recent investigations conducted on the 
dimensions of Anxiety Sensitivity Index (ASI) within the nonclinical population have 
indicated that while women reported a greater overall fear of anxiety, they also reported a 
greater fear of the physical manifestations of anxiety as compared to men (Stewart, Taylor 
& Baker, 1997).  In contrast, differences between men and women’s report concerning a 
fear of the social or psychological consequences of anxiety were not observed (Stewart et 
al., 1997). However, whilst these researchers were unable to conclude whether their failure 
to find a significant difference between the men’s and women’s report concerning a fear of 
the social and psychological consequences of anxiety was due to a male underreporting 
bias; they were able to report that males scored significantly higher on the social and 
psychological ASI dimensions relative to their scores on the physical ASI dimension. 
These results suggest that while women appear to be generally more fearful of anxiety, 
they also express a greater fear of the symptoms relating to the anticipated harmful 
physical consequences of anxiety, whereas males appear to be more concerned with the 
anticipated social or psychological consequences of their anxiety symptoms relative to 
their concern regarding the anticipated physical consequences. As such, Stewart et al. 
(1997) have suggested that the construct of AS appears to manifest itself differently among 
men and women.   
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 Although there is an abundance of research demonstrating that females are more 
likely than males to experience and seek treatment for an anxiety disorder (e.g., ABS, 
1998; Cameron & Hill, 1989; Lewinsohn et al., 1998; Robins & Reiger, 1991; Stewart et 
al., 1997), studies specifically addressing gender differences in anxiety on the basis of the 
symptoms, cognitions, and fear of anxiety in the nonclinical population are nonexistent.  
The current study is interested in whether gender differences exist in the expression of 
symptoms, cognitions, and sensitivity towards anxiety within the nonclinical population.  
While past research (Cameron & Hill, 1989; Hewitt & Norton, 1993; Lewinsohn et al., 
1998), has demonstrated that females from the clinical population tend to score 
significantly higher anxiety symptom scores than their male counterparts, it is important to 
explore whether females from the nonclinical population manifest anxiety by experiencing 
a higher degree of physical symptoms, when compared to males from the same population.   
Further, recent investigations (Stewart et al., 1997) are now indicating that while 
females appear to be more sensitive to the physical symptoms of anxiety, males appear to 
be more sensitive to the psychological and social consequences of an anxious episode, 
relative to their concern of the physical consequences.  Therefore, it is important to 
investigate gender differences on the basis of anxiety sensitivity.  Similarly, according to 
the cognitive theorists (Beck et al., 1985; Clark, 1986; Khawaja & Oei, 1992, 1998), 
catastrophic cognitions and misinterpretation plays a vital role in the development and 
maintenance of anxiety.  To date, however, gender differences have not been evaluated on 
the basis of catastrophic cognitions and misinterpretation.  Thus, keeping in view the 
tremendous amount of empirical evidence that supports the cognitive models of anxiety, it 
is essential to explore the gender differences on the basis of catastrophic ideation.  Based 
on the available research that reports females manifest higher levels of anxiety symptoms 
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and anxiety sensitivity, it is reasonable to expect that females would also interpret anxiety 
related cognitions as more catastrophic and dangerous compared to males.  
Finally, although gender differences in anxiety disorders have been found to be 
both common and persistent (ABS, 1998; Robins & Reiger, 1991), a lot of the research has 
focused on clinical samples, with little or no attempt being made to assess nonclinical 
populations.  It is arguable that clinical samples are not representative of the general 
population in that they represent individuals who are more severely affected with anxiety 
than nonclinical individuals.  Additionally, there is the possibility that the observed gender 
differences in the clinical samples may be due to reporting bias. Research (ABS, 1998; 
Cameron & Hill, 1989) has demonstrated that there appears to be a tendency for men to be 
less willing to report the existence of psychopathological symptoms within themselves.  
Thus there is a possibility that based on clinical samples, men may be less likely to seek 
treatment for anxiety and anxiety disorders and therefore may be under-represented within 
the clinical population.  As a result, there may be the risk that generalising from clinical to 
nonclinical populations may result in some degree of bias.  
Several hypotheses were proposed for this study.  In the first instance, it is 
hypothesised that females will, overall, report significantly higher levels of anxiety 
symptoms, catastrophic cognitions, and anxiety sensitivity compared to males.  Secondly, 
it is hypothesised that the severity of the cognitive and somatic experience of anxiety 
symptoms will be significantly higher for females compared to males.  Thirdly, it is 
hypothesised that females will report the emotional, physical, and mental cognitive 
consequences of anxiety as significantly more catastrophic and dangerous compared to 
males.  Finally, it is hypothesised that females will report a significantly higher level of 
fear regarding sensitivity towards the physical concern of anxiety compared to males, 
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however, males will report significantly higher levels of fear regarding sensitivity towards 
the psychological and social concerns of anxiety compared to females. 
 
Method 
Participants 
A total of 100 first year Social Science students from the Queensland University of 
Technology who received experimental credit participated in the current study.  The 
sample was 50% male, with a mean age of 27.28 years (SD = 8.11 years); and 50% female, 
with a mean age of 27.96 (SD = 9.71 years).   
Measures 
Beck Anxiety Inventory.  In order to assess the severity of participants’ anxiety 
symptomatology, the Beck Anxiety Inventory (BAI) (Beck, Epstein, Brown & Steer, 1988; 
Beck & Steer, 1993) was employed.  The BAI consists of 21 items that assess the severity 
of anxiety in adults and adolescents over a one-week period, with each question being 
weighted to reflect symptom severity.  The anxiety symptoms for each question are rated 
on a four-point Likert scale that ranges from zero to three.  Beck et al. (1988), Hewitt and 
Norton (1993), and Creamer, Foran, and Bell (1995) have reported that the BAI measures 
two principle aspects of anxiety, namely cognitive and somatic symptoms.  The 
‘Cognitive’ subscale measures the components of anxiety that are characterised by 
impaired cognitive functioning and fearful thoughts, whereas the ‘Somatic’ subscale 
measures the components of anxiety that are characterised by symptoms of physiological 
arousal (Creamer et al., 1995).  
The BAI is internally consistent with a high Cronbach alpha (.92) for the total score 
and .87 and .85 for the cognitive and somatic subscales respectively (Beck & Steer, 1993; 
Hewitt & Norton, 1993).  Test-retest reliabilities after one week have been reported by 
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Beck and Steer (1993), as .75 (p <.001).  Additionally, the BAI has acceptable content, 
concurrent, construct, discriminant and factorial validity (Beck & Steer, 1993). 
Catastrophic Cognitions Questionnaire (Modified).  In order to assess the 
catastrophic cognitions of the participants, the Catastrophic Cognitions Questionnaire -
Modified (CCQ-M) (Khawaja, Oei & Baglioni, 1994) was employed.  The CCQ-M 
consists of 21 items designed to measure the extent of which anxiety reactions are 
misinterpreted as dangerous.  Each question is rated on a five-point Likert scale that ranges 
from one to five, where the lowest level of the scale reflects the absence of catastrophic 
misinterpretations and the highest level of the scale indicates the maximum degree of 
catastrophic misinterpretations (Khawaja & Oei, 1992).  The items are divided into three 
subscales consisting of seven items each.  The ‘Emotional Catastrophes’ subscale 
measures the misinterpretation of feelings, such as anger or agitation, as dangerous; the 
‘Physical Catastrophes’ subscale reflects the misinterpretation of somatic symptoms, such 
as suffocation or having a stroke, as dangerous; and the third subscale, ‘Mental 
Catastrophes’ reflects the misinterpretation of mental dysfunctioning, such as losing 
memory or loss of rational thinking, as dangerous (Khawaja et al., 1994). 
The CCQ-M was validated using clinical and nonclinical populations.  For the 
clinical sample, the Cronbach alpha’s for ‘Emotional Catastrophes’, ‘Physical 
Catastrophes’, and ‘Mental Catastrophes’ factors were .88, .85, and .91 respectively and 
for the nonclinical sample the Cronbach alpha’s for ‘Emotional Catastrophes’; ‘Physical 
Catastrophes’; and ‘Mental Catastrophes’ factors were .83, .85, and .89 respectively 
(Khawaja et al., 1994).  Test-retest reliabilities over a two-week interval, estimated on 
individuals with an anxiety disorder, were acceptable.  The reliability coefficients for the 
total scale as well as ‘Emotional Catastrophes’; ‘Physical Catastrophes’; and ‘Mental 
Catastrophes’ factors were reported as .63, .71, .58, and .67 (p > .001) respectively 
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(Khawaja et al., 1994).  Additionally, the CCQ-M possesses acceptable concurrent validity 
and differentiates clinical from nonclinical samples. 
Anxiety Sensitivity Index.  The Anxiety Sensitivity Index (ASI) (Reiss, Peterson, 
Gurskey & McNally, 1986) was employed in order to assess the participants’ fear of 
anxiety-related sensations.  The ASI is a 16-item questionnaire, developed to measure an 
individual's fear regarding the physical, psychological, or social consequences of anxiety 
related sensations (Stewart et al., 1997). Each item is rated on a five-point Likert scale that 
ranges from zero to four, where zero represents very little fear or worry and four represents 
very much fear or worry (Reiss et al., 1986).  Based on the results of empirical analyses 
using clinical and nonclinical samples, researchers (Stewart et al., 1997; Zinbarg, Barlow 
& Brown, 1997) have reported that the ASI consists of three lower-order AS dimensions 
pertaining to anxiety-related physical, psychological, and social concerns that also load 
onto a single higher-order AS dimension.  The ‘Physical Concerns’ subscale of the ASI 
measures the severity of fears relating to physical catastrophes such as illness, death, or 
fainting; the ‘Psychological Concerns’ subscale measures the severity of fears relating to 
psychological catastrophes such as losing control or failure; and the ‘Social Concerns’ 
subscale measures the severity of fears relating to social catastrophes such as looking 
foolish or making mistakes (Stewart et al., 1997). 
The ASI is regarded as a reliable measure of AS, with Cronbach alpha’s of .88 for 
the total score and .89, .85, and .62 for the ‘Physical Concerns’, ‘Psychological Concerns’, 
and ‘Social Concerns’ subscales respectively (Zinbarg et al., 1997).  
Marlowe-Crowne Social Desirability Scale.  In order to assess reporting bias in the 
present study, the Marlowe-Crowne Social Desirability Scale (MCSDS) (Crowne & 
Marlowe, 1960) was employed.  The MCSDS is a reliable measure of social desirability 
response, consisting of 33 items that are rated by the respondent as either true or false.  The 
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MCSDS is comprised of 18 implausible, but culturally acceptable statements keyed in the 
true direction as well as 15 socially undesirable but probable statements keyed in the false 
direction (Crowne & Marlowe, 1960).  The internal consistency for the MCSDS has been 
reported as .88 with test-retest reliability at a one-month interval of .89 (Crowne & 
Marlowe, 1960).  In a study conducted by Fisher (1967) the test-retest reliability of the 
MCS after a one-week interval was .84. 
Procedure 
 Participants were invited to take part in one of the testing sessions at a scheduled 
time and date. Half of the testing sessions were scheduled in the morning hours, and half 
were scheduled in the afternoon hours.  As a part of each testing session, participants 
received uniform information about the nature of the study and what they were required to 
do.  Participants were informed that there were no right or wrong answers and they were 
free to discontinue their participation at any stage.  All questionnaires were arranged in 
random order to avoid order effects.  The participants completed the questionnaires in 
approximately 30 minutes and were debriefed at the end of each testing session.  All data 
was collected over a period of three weeks. 
 
Results 
Reliability Analyses of Scales 
In order to examine the internal consistency of the scales, Cronbach’s alpha was 
calculated for the BAI, CCQ-M, and ASI.  Alpha coefficients for the total score and 
Cognitive and Somatic subscales of the BAI were .87, .80, and .78 respectively.  Similarly, 
Cronbach alphas for the total score and Emotional, Physical, and Mental Catastrophes 
subscales of the CCQ-M were .92, .81, .86, and .83 respectively.  Finally, a reliability 
analysis was conducted for the ASI.  Alpha coefficients for the total score and Physical, 
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Psychological, and Social Concerns subscales were .91, .82, .76, and .46 respectively.  
Close examination of the ‘Social Concerns’ subscale revealed that deletion of any 
individual item would only slightly improve reliability (e.g.,  .48).  As a result, all items 
comprising this scale were retained.  Thus, it can be seen that with the exception of the 
‘Social Concerns’ subscale of the ASI, the internal consistency of the total scores and 
subscales of the BAI, CCQ-M, and ASI in the current study are considered adequate. 
Analysis of Social Desirability 
An independent groups t-test was performed on the MCSDS to determine if there 
was a statistical difference between the male and female groups.  No significant difference, 
t (95) = -.714, p > .05 between the male and female groups was found.  This was an 
important finding, as this scale measures the tendency for respondents to give socially 
desirable answers.  As there was no difference between males (M = 14.75, SD = 2.86) and 
females (M = 14.30, SD = 3.24) level of social desirability, a possible confounding 
variable was excluded when comparing the two groups. 
Analysis of Age Differences 
An independent groups t-test was performed on age to determine if there was a 
statistical difference between the male and female groups.  No significant difference, t (95) 
= .464 p > .05 between the male and female groups was found.  Again, as there was no 
difference between the males (M = 27.31, SD = 8.27) and females (M = 28.16, SD = 9.71) 
ages, another possible confounding variable was excluded when comparing the two 
groups. 
Analysis of the Gender Differences in the Symptoms, Cognitions, and Sensitivity Towards 
Anxiety 
To examine whether females, compared to males, reported experiencing a 
significantly higher level of anxiety symptoms, catastrophic cognitions, and anxiety 
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sensitivity, a between-subjects multivariate analysis of variance (MANOVA) was 
conducted using the total scores of the BAI, CCQ-M, and ASI.  A significant multivariate 
effect was found among the female and male groups on the dependent measures, 
Hotelling’s T ² = .206, F (3, 93) = 6.397, p <.01.  The results reflected a modest association 
between gender (males and females) and the combined dependent variables, η² = .171.  
The observed power was very strong, .963.   
Examination of gender differences by use of analyses of variances (ANOVA) on 
each dependent variable was conducted as follow-up tests to the MANOVA.  To control 
for familywise Type I error, a Bonferroni correction of .016 was set.  Significant 
differences between the male and female groups were found on the dependent measures of 
the BAI, F (1, 95) = 9.555, p < .01, η² = .091 and CCQ-M, F (1, 95) = 14.867, p < .001,   
η² = .135.  However, no significant difference was found between the male and female 
groups on the ASI, F (1, 95) = 4.265, p > .042, η² = .043.  Means, standard deviations, and 
results of univariate F-tests are provided in Table 1.  These results reveal that females’ 
interpreted anxiety related cognitions as more catastrophic and dangerous compared to 
males.  Similarly, females reported experiencing greater severity of anxiety symptoms 
compared to males.  However, there was no statistically significant difference between 
males and females with regards to their sensitivity towards anxiety.  
 
Insert Table 1 About Here 
 
Analyses of Gender Differences in the Cognitive and Somatic Symptoms of Anxiety   
To examine whether females, compared to males, reported experiencing a 
significantly higher severity level of cognitive and somatic anxiety symptoms, a between-
subjects MANOVA was conducted using the subscale scores of the BAI.  A significant 
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multivariate effect was found among the female and male groups on the dependent 
measures, Hotelling’s T ² = .237, F (2, 94) = 5.677, p <.01.  The results reflected a small 
association between gender (males and females) and the combined dependent variables, η² 
= .108.  Similarly, the observed power was quite strong, .852.   
To control for familywise Type I error, a Bonferroni correction of .025 was set for 
follow up univariate tests. These tests revealed a significant difference between the male 
and female groups on the cognitive subscale of the BAI, F (1,95) = 11.414, p <.01, η² = 
.107.  However, no significant difference was found between the male and female groups 
on the somatic subscale of the BAI, F (1,95) = 4.854, p >.03, η² = .049.  Means, standard 
deviations, and results of univariate F-tests are provided in Table 2.  These results indicate 
that the females reported experiencing a higher level of anxiety related cognitive symptom 
severity compared to the males.  However, there was no statistically significant difference 
in the somatic symptom severity between males and females. 
 
Insert Table 2 About Here 
 
Analyses of Gender Differences in the Emotional, Physical, and Mental Consequences of 
Anxiety Related Catastrophic Cognitions   
In order to examine whether females, compared to males, reported experiencing the 
emotional, physical, and mental cognitive consequences of anxiety as significantly more 
catastrophic and dangerous, a between-subjects MANOVA was conducted using the 
subscale scores of the CCQ-M.  A significant multivariate effect was found between the 
female and male groups on the dependent measures, Hotelling’s T ² = .169, F (3, 93) = 
5.232, p <.01.  The results reflected a small association between gender (males and 
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females) and the combined dependent variables, η² = .144.  The observed power was quite 
strong, .918.   
To control for familywise Type I error, a Bonferroni correction of .016 was made 
to follow up univariate tests.  These tests revealed significant differences between the male 
and female groups on the CCQ-M ‘Emotional Catastrophes’ subscale, F (1, 95) = 13.349, p 
< .001, η² = .123; CCQ-M ‘Physical Catastrophes’ subscale, F (1, 95) = 10.918, p < .01, η² 
= .103; and CCQ-M ‘Mental Catastrophes’ subscale, F (1, 95) = 9.733, p < .01, η² = .093.  
Means, standard deviations, and results of univariate F-tests are provided in Table 3.  
These results reveal that females were more inclined to interpret the emotional, physical, 
and mental consequences of anxiety as personally more catastrophic and dangerous 
compared to males. 
 
    Insert Table 3 About Here 
 
Analyses of Gender Differences in the Physical, Psychological, and Social Concerns of 
Anxiety Sensitivity   
Finally, in order to examine whether females scored a significantly higher level of 
fear than males regarding sensitivity towards the physical concerns of anxiety as well as 
whether males scored significantly higher than females regarding sensitivity towards the 
psychological and social concerns of anxiety, a between-subjects MANOVA was 
conducted using the subscale scores of the ASI.  No significant multivariate effect was 
found between the female and male groups on the dependent measures, Hotelling’s T ² = 
.048, F (3, 93) = 1.479, p >.05.  Thus, these results failed to reveal any statistically 
significant differences between males and females with regards to the sensitivity or fear of 
the social, psychological, or physical consequences of anxiety related symptoms.  
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Discussion 
 The goal of the current study was to examine whether any observable gender 
differences in the symptoms, cognitions and sensitivity towards anxiety existed within the 
nonclinical population.  Overall, the results obtained in the current study provide support 
for the notion that it is the cognitive misinterpretation of the symptoms and beliefs of 
anxiety that play the most important role towards our understanding of gender differences 
within the nonclinical population.  As such, this preliminary study is the first, to the 
researchers knowledge, to use objective test measures in order to assess whether there was 
an observable gender difference on the basis of symptomatology, cognitive 
misinterpretation, and sensitivity towards anxiety in either the clinical or nonclinical 
population.  The results and how they relate to the specific experimental hypotheses and 
general aims of the current study will be examined in turn. 
The first hypothesis, which expected that females, compared to males, would report 
significantly higher levels of concern regarding the symptoms, catastrophic cognitions, and 
sensitivity towards anxiety was only partially supported.  Specifically the current study 
found that the female group reported a significantly higher rate of concern regarding the 
expression of symptoms and catastrophic cognitions as they related towards anxiety 
compared to the male group.  However, there was no significant gender difference between 
the male and female groups with regards to the construct of anxiety sensitivity.   
 Firstly, the finding that females reported experiencing a higher rate of anxiety 
symptoms as measured by the BAI is not surprising.  Past research (Beck & Steer, 1993) 
has reported that women with anxiety disorders tend to score, on average, four points 
higher than men with anxiety disorders using the BAI.  In light of this, Beck and Steer 
(1993) have argued that such considerations should be taken into account when gender 
differences in respondents self-descriptions of anxiety symptoms are being compared.  As 
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a result, while there was a significant difference between the males and females self 
reported anxiety symptoms, the extent and severity of these anxiety symptoms for the male 
group (M = 9.16) and female group (M = 13.75) reflect that both groups reported 
experiencing a ‘mild’ level of anxiety at the time of testing, as indicated by BAI cut-off 
scores of 8-15 (Beck & Steer, 1993).  These results were slightly higher than those 
reported by Osman, Barrios, Aukes, Osman and Markway (1993) for their analysis of 
males and females in a community sample, mean score (M = 8.83 and M = 12.66) 
respectively. Thus, these results are consistent with the findings of previous studies 
(Hewitt & Norton, 1993; Osman et al., 1993), which report that females endorse higher 
levels of anxiety symptoms compared to males when using the total BAI score. 
 Secondly, the finding that the females were inclined to misinterpret anxiety related 
cognitions as personally more catastrophic or dangerous compared to their male 
counterparts is a new addition to the literature.  To date, while the available literature 
(Clark, 1993; Khawaja et al., 1994; Lewinsohn et al., 1998) has argued that cognitions 
relating to danger or threat are significant predictors in the development and maintenance 
of anxiety, measures such as the CCQ-M have only been used in order to assess the 
element of dangerousness relevant in the individuals overactive cognitive patterns in either 
the clinical or nonclinical population.  As a result, this study is the first to demonstrate that 
within the nonclinical population, a significant gender difference exists between males and 
females self report of cognitions relating to danger or threat.   
 Finally, the finding that females did not differ significantly from males with regards 
to construct of AS is not consistent with previous research.  For example, recent research 
conducted by Stewart et al. (1997) reported that within a nonclinical population of college 
students, females were found to score significantly higher than males when using the total 
ASI score.  However, Stewart et al. (1997) were unable to conclude whether their results 
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reflected a real gender difference or whether it was due to a male underreporting bias.  As 
such, the failure to find a significantly higher overall AS score among the female group in 
the current study may be due to notion that because AS is regarded as a cognitive construct 
characterised by a fear of the physical sensations of anxiety (Reiss, 1987), the males and 
females were equivalent in terms of the overall fear of anxiety related symptoms.  
The second hypothesis, which expected that the severity of the cognitive and 
somatic experience of anxiety symptoms would be significantly higher for females 
compared to males, was only partially supported.  Specifically, the current study found that 
while the females’ cognitive symptom severity was significantly higher compared to 
males, there was no significant difference between the males and females somatic 
symptom severity. This finding is inconsistent with Hewitt and Norton’s (1993) clinical 
sample results, which reported that females scored significantly higher than males on both 
the cognitive and somatic factors of the BAI.  The current study’s failure to find a 
significant difference in somatic symptom severity may be due to the notion of both males 
and females reportedly experiencing a ‘mild’ level of anxiety at the time of testing.  
Therefore, both groups were experiencing similar physiological symptoms that are 
characteristic of an involuntary reaction of the sympathetic division of the autonomic 
nervous system.   
Based on these results, females within the nonclinical population appear to be more 
concerned with the symptoms of anxiety that are characterised by impaired cognitive 
functioning and fearful thoughts when compared to their male counterparts.  In contrast 
however, these results also suggest that males and females are comparative in terms of 
their degree of concern regarding the symptoms of anxiety that are characterised by 
physiological hyperarousal. 
Gender Differences in Anxiety 19
 The third hypothesis, which expected that females would report the emotional, 
physical, and mental cognitive consequences of anxiety as significantly more catastrophic 
and dangerous compared to males was supported.   
Again, this finding is a new addition to the literature.  These results suggest that 
females within the nonclinical population appear to be more concerned with the unpleasant 
emotional, physical, and mental experiences of anxiety and as a result may come to 
misinterpret these experiences as personally more dangerous compared to males from the 
same population.  Based on this result as well as the tremendous amount of empirical 
evidence that support the cognitive models of anxiety (Beck et al., 1985; Clark, 1988; 
Rapee, 1993), it can be concluded that the cognitive misinterpretation of an anxious state 
as dangerous plays the greatest role towards our understanding of gender differences in 
anxiety within the nonclinical population. 
Finally, while the female group scored higher on all three factors representing the 
different domains of anxiety related catastrophic cognitions, it can be seen in Table 3 that 
for both males and females, the greatest concern was related towards the physical 
catastrophes, followed by the mental and emotional catastrophes respectively.  As such, 
this finding is consistent with Khawaja et al’s. (1994) research which reported similar 
findings in their validation of the CCQ-M using clinical, community and student 
populations.   
The fourth and final hypothesis, which expected that females, compared to males, 
would report a significantly higher level of fear regarding sensitivity towards the physical 
concerns of anxiety, while males compared to females, would report significantly higher 
levels of fear regarding sensitivity towards the psychological and social concerns of 
anxiety, was not supported.  These findings are partially inconsistent with Stewart et al’s. 
(1997) student sample results, which reported that while there was a significant difference 
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between the males and females rate of sensitivity towards the physical consequences of 
anxiety, there was no significant difference between the males and females rate of 
sensitivity towards the psychological and social concerns of anxiety.  Again, while Stewart 
et al. (1997) were unable to conclude whether their failure to find a significant difference 
between the male and female groups on the basis of sensitivity towards the social and 
psychological consequences of anxiety was due to a male underreporting bias, the current 
study is unable to draw the same conclusion because, as it was noted earlier, there was no 
significant difference between the male and female groups level of social desirability.  
Thus, the current study’s failure to find a significant difference regarding sensitivity 
towards the physical, psychological, and social consequences of anxiety symptoms 
indicates that both males and females are comparative with regards to these ASI measures.  
As such, the failure to find support for this hypothesis may be due to the fact that because 
AS is regarded as a fear of the physical sensations related to anxiety (Reiss, 1987), it is 
noteworthy to recall that there was no significant difference between the males and females 
degree of concern regarding the symptoms of anxiety that are characterised by 
physiological hyperarousal.  Thus, based on the current sample, it does not appear that the 
construct of AS manifests itself differently among males and females within the 
nonclinical population.   
The main strength of the current study was that it used comprehensive measures of 
the symptoms, cognitions, and sensitivity towards anxiety in order to consolidate research 
that has previously only considered measuring these constructs independent from each 
other.  This study has also improved on the limitations of Stewart et al’s. (1997) research 
by including a measure of social desirability.  Thus, this study’s findings may be beneficial 
towards increasing our understanding of the gender differences in anxiety within the 
student population.  However, the results of the current study should be taken with caution 
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as it used university student volunteers in order to represent the nonclinical population.  
Therefore, there is a lack of generalisability to other nonclinical populations because this 
sample does not adequately reflect the wider general community.  As such, the 
applicability of the gender difference findings to the clinical population cannot be 
determined until further research is conducted in this area.  Thus, future research needs to 
be conducted in order to further investigate the gender differences presented in this study 
as well as to examine why these gender differences may have occurred.  By replicating this 
study in either the clinical or nonclinical population and by including measures relating to 
individual coping styles, personality traits, and major life-events, may offer some 
important explanations for the cognitive differences observed in the current study.  These 
investigations may help in designing more effective treatment strategies for males and 
females.  In conclusion, the current study highlighted the differences between males’ and 
females’ cognitive manifestation and misinterpretation of anxiety. 
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Table 1 
Means, Standard Deviations and Univariate Results for the Male and Female Group on the 
BAI, CCQ-M, and ASI Total Scores Following MANOVA Analysis 
 
   Male Group    Female Group  Univariate ___ 
   (n = 48)     (n = 49)         F 
  __________  ___________  
     
Scales     M   SD    M   SD    df (1,95) 
  
aBAI     9.16   6.17  13.75   8.26        9.55*  
bCCQ-M  58.43 14.54  68.69 11.51      14.86** 
 
cASI   18.14   9.95  22.71 11.74        4.26 
      
Note.  aBAI = Beck Anxiety Inventory (Beck & Steer, 1993); bCCQ-M = Catastrophic 
Cognitions Questionnaire – Modified (Khawaja et al., 1994); cASI = Anxiety Sensitivity 
Index (Reiss et al., 1986). 
*p <.01.  **p <.001. 
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Table 2 
 
Means, Standard Deviations and Univariate Results for the Male and Female Group on the 
Cognitive and Somatic Subscale Scores of the BAI Following MANOVA Analysis 
 
                                     Male Group                Female Group            Univariate_______                   
    (n = 48)     (n = 49)         F 
  __________  ___________  
     
Scale     M   SD    M   SD    df (1,95) 
  
aBAI 
 Cognitive 4.68 3.45  7.34 4.25  11.41* 
 
 Somatic 4.47 3.74  6.40 4.80    4.85 
      
Note.  aBAI = Beck Anxiety Inventory (Beck & Steer, 1993). 
 
*p <.01.   
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Table 3 
Means, Standard Deviations and Univariate Results for the Male and Female Group on the 
Emotional, Physical, and Mental Subscale Scores of the CCQ-M Following MANOVA 
Analysis 
 
   Male Group    Female Group  Univariate ___ 
   (n = 48)     (n = 49)         F 
  __________  ___________  
     
Scale     M   SD    M   SD    df (1,95) 
  
aCCQ-M 
 Emotional 15.08   4.25  18.36   4.55      13.34** 
 Physical 23.47   6.88  27.18   3.72      10.91* 
 Mental  19.87   5.19  23.14   5.11        9.73* 
      
Note.  aCCQ-M = Catastrophic Cognitions Questionnaire - Modified (Khawaja et al., 
1994). 
 
*p <.01.  **p <.001. 
 
